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Introduction {#sec1-1}
============

Self-enucleation, autoenucleation, or oedipism, is one of the major forms of self-mutilation. While it was previously thought to occur equally in men and women, a recent review revealed that the incidence may be higher in males than females.^[@ref1]^ Prevalence is reported between 2.8-4.2 in 100,000 and incidence of 1 in 30 million people.^[@ref2]^ A review of 56 cases found that one third of the cases are bilateral.^[@ref3]^ The most common underlying motivations for self-enucleation are biblical interpretation, hypersexual or hyperreligious delusions, and paranoia regarding the eye.

The term oedipism was coined after Oedipus Rex, the mythological protagonist in Sophocles' tragedy *Oedipus the King*, who blinded himself after unknowingly killing his father and marrying his mother.^[@ref4]^ A commonly cited biblical reference from the New Testament in the Book of Matthew 5:29 is often cited by patients after self inflicting injuries to the eye: *If thy right eye causeth thee to stumble, pluck it out, and cast it from thee.*^[@ref5]^ Hyperreligiosity tends to be more common among patients who attempt or complete self-enucleation, as in the patient we report. Approximately half of all cases of self-inflicted eye injuries are associated with religious delusions.^[@ref6]^

In a recent review of 60 cases of complete and 9 cases of attempted self-enucleation, 43% of the cases were associated with schizophrenia, 25% were drug induced, and only 4% were associated with bipolar disorder.^[@ref1]^ It is therefore imperative for physicians to be aware of the self-destructive behavior of patients, especially those with underlying mental disorders or drug abuse.

Case Report {#sec1-2}
===========

A 52-year-old Caucasian male with history of bipolar disorder was brought in by his son to the emergency room (ER) following severe bilateral injuries to his eyes as an attempt to self-enucleate. The patient called his son to his bedroom after attempting to manually pull his eyes out with his fingers because *he was instructed to do so by God* and felt the need to *cleanse myself from sin.* The patient was transferred to the ER by ambulance and appeared calm. The son reports that the patient had been acting strange and displayed decreased appetite and increased wakefulness. He was noted to draw complex numerical pyramid schematics in a notebook, and endorsed that God was speaking to him more over the past week. He was diagnosed with bipolar disorder 18 years ago with most recent manic episode occurring 16 years ago, resulting in a failed suicide attempt by hanging and subsequent hospitalization. Since then, the patient followed up with an outpatient psychiatrist on Risperdal 1 mg every night (QHS) and lithium 900 mg QHS and was otherwise noted to be highly functional and performed well at a high functioning professional. The patient had no other history of self-harming behavior.

On mental status exam he appeared well groomed with good hygiene and was dressed appropriately for the weather. Speech was within normal limits for rate, rhythm, and volume. He exhibited normal psychomotor behavior; mood was *good*, and affect was inappropriately flat given the severity of his injuries. He related to his examiners in a nonchalant demeanor. His thought process was linear and goal-directed as evidenced by his stating *I do not feel any pain or remorse, I feel I have done the right thing. What I was supposed to do and I am cleansed now.* He endorsed auditory hallucinations of God's voice, and denied visual hallucinations, paranoid ideation, and suicidal or homicidal ideations. He had no overt impairment of impulse control and was able to answer questions appropriately. His insight and judgment were impaired.

On ophthalmology exam the patient's visual acuity (VA) was no light perception (NLP) for both eyes (OU). The patient's eyes were found to have severe proptosis, extensive conjunctival lacerations and hemorrhage, and visibly avulsed extraocular muscles ([Figure 1](#fig001){ref-type="fig"}). A CT scan of the orbits demonstrated small and irregular globes, air within the orbits, and intraocular hemorrhage ([Figure 2](#fig002){ref-type="fig"}). Multiple foci of air and soft tissue stranding is also seen ([Figure 3](#fig003){ref-type="fig"}). The optic nerves were on stretch with posterior tenting of the globe suggesting severe optic nerve injury. Due to the optic nerve injury, the patient was started on intravenous (IV) methylprednisolone to reduce orbital edema and optic nerve inflammation and placed on IV and topical antibiotics. He was taken to the operating room by ophthalmology to repair the conjunctival lacerations, reattach the extraocular muscles and to limit the exposure of his eyes by detaching his lateral canthal tendons and suturing his eyelids closed with tarsorraphies ([Figure 4](#fig004){ref-type="fig"}).

Postoperatively, the patient was admitted inpatient for medical and psychiatric stabilization. The psychiatry team evaluated the patient and gave the diagnosis of bipolar mania with psychotic features, with the most recent episode constituted by hyperreligious delusions and command auditory hallucinations. When he arrived on the inpatient psychiatric unit he was disorganized, responded to internal stimuli, and expressed thoughts of self-harm such as cutting off his arm to further cleanse himself. As his lithium level was therapeutic on admission (1.22), his mood stabilizer was switched to Depakote 1500 mg QHS and Risperdal was increased to 1 mg twice a day (BID). An ophthalmic examination one week after surgery demonstrated NLP vision OU with nonreactive pupils OU and complete ophthalmoplegia. Over the course of 3 weeks he slowly gained insight to the extent of the damage he caused and expressed some regret. He was discharged in stable psychiatric condition with close outpatient psychiatric follow-up.

Discussion and Conclusions {#sec1-3}
==========================

Attempted self-enucleation is important to diagnose and manage as it can have both devastating ophthalmologic consequences. One of the most dreaded complications is complete visual loss, such as in this patient we report. Management requires assessment for visual potential, closure of wounds, and limitation of ophthalmic exposure in cases of severe proptosis. Orbital inflammation and edema can be controlled with intravenous corticosteroids if there is no concomitant head injury, as blunt head injuries were shown to have a higher mortality rate in patients receiving high dose steroids.^[@ref7]^ Torn muscles should be reattached to circumvent permanent ophthalmoplegia. The retina should be evaluated for any tears or detachment. In cases of unilateral involvement, visual field testing should be performed as attempted self-enucleation may cause damage to the optic chiasm and affect the uninvolved eye.^[@ref8]^ If the involved eye is damaged beyond repair, surgical enucleation may be necessary to reduce the risk of sympathetic ophthalmia,^[@ref6]^ a rare condition of autoimmune damage against the uninvolved eye.

The medical and psychiatric literature suggest that patients who engage in attempts of self-enucleation are at risk for further self-mutilating behaviors. Dilly *et al.* presented a case in which a man engaged in self-enucleation of an eye which had already been enucleated via a previous attempt.^[@ref9]^ This demonstrated that vison is not required for a psychotic patient to self-enucleate an eye. Witherspoon *et al.*^[@ref10]^ demonstrated that patients who have engaged in unilateral self-enucleation are at increased risk of completing bilateral enucleation in the future. This supports the notion that recidivism is a strong component of self-enucleation behaviors even in the setting of grave consequences experienced due to a prior episode. Lack of pain and remorse have been common features of self-enucleation during psychosis and is consistent with our patient's presentation.

Cases of attempted and completed self-enucleation are rare, but require comprehensive care and interdisciplinary management between teams in emergency medicine, internal medicine, psychiatry, and ophthalmology. Our case contributes to the literature by reporting a more uncommon situation of self-enucleation attempted by a previously high-functioning patient who developed an episode of bipolar mania and acute psychosis. Furthermore, our patient became psychotic even in the setting of supratherapeutic lithium dose on admission, therefore requiring the selection of alternative mood stabilizer and increase in antipsychotic dosage. Future studies of the most effective antipsychotic and mood stabilizers and doses would greatly benefit the psychiatric literature in management of this severe self-mutilation behavior.

![Appearance on presentation after attempted bilateral self-enucleation. The globes have been pulled anteriorly and display significant conjunctival lacerations and hemorrhage. Due to the anterior displacement there is severe exposure keratopathy with poor eyelid coverage of the corneas bilaterally. The superior rectus muscle is exposed and dehisced from its attachment in the right eye.](mi-9-1-7141-g001){#fig001}

![Axial computed tomography scan of the orbits without contrast showring small, irregular globes anteriorly displaced. There is bilateral intraocular hemorrhage and disorganization of the intraocular contents.](mi-9-1-7141-g002){#fig002}

![Coronal computed tomography scan of the orbits without contrast showing multiple foci of air and trace fat stranding within the extraconal and intraconal orbits bilaterally.](mi-9-1-7141-g003){#fig003}

![Appearance during intraoperative wound exploration and repair. There is severe bilateral proptosis and conjunctival lacerations. The right eye shows a dehisced superior rectus muscle from the injury.](mi-9-1-7141-g004){#fig004}
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